Section of Surgery: Sub-section of Proctology 13 emaciated, and for three years had had a discharge from the rectum. The stricture began at the anus, and was too narrow to admit the finger; pus and blood were discharged with thin acrid fiecal matter. She stated that soon after her marriage in 1863, twenty-four years before, she had syphilis, and was severely ill for some months. There was a perforation of the palate but no other evidence of syphilis. A lumbar colostomy was performed, and it was observed that the bowel looked unusually thin. Though relief was afforded the patient never showed any sign of improvement generally, and suffered a good deal from abdominal pain, occasional diarrhea, and frequent vomiting. Pus at times in considerable quantities escaped from the artificial anus and occasionally per rectum. The temperature was of the hectic type, the pulse quick and feeble, the tongue dry and glazed. Irrigation of the colon did not appear to affect the discharge of pus. She died four months after operation from exhaustion.
The stricture as shown at autopsy involved 3 in. of the rectum, and at two points the narrowing was extreme. The cause of death was seen in the cecum, for this part of FIG. 1. the bowel together with the greater part of the ascending colon was dark red and granular from multiple points of ulceration. The rest of the colon and down to the stricture was healthy. There was no lardaceous disease. There was a hard cartilaginous mass in the diaphragm, apparently an old gumma. There can be little doubt that this patient suffered from syphilis, but it is most probable she had also had gonorrhcea. The next case shows the destructive effects of long obstruction:
Case II.-A woman, aged 41, admitted under my care in May, 1907, for rectal stricture and the constant discharge of thin foul-smelling material. Twenty years ago, soon after her marriage, she had pain in the rectum accompanied by a brown discharge, a condition that has existed more or less ever since. The patient was wasted and ill, and in much suffering, and was constantly worried by the rectal discharge. The anus was surrounded by the usual hard pendulous masses, the finger could be passed for a distance of 2 in., and was then arrested; the surface between this point and the anus. was devoid of mucous membrane, and marked by hard ridges and pockets. The abdomen was somewhat distended, and there was some hypertrophy of the bowel.
On May 4 left inguinal colostomy was performed. Examination showed that the thickening and hardhess extended up to the sigmoid, and there were adhesions between the broad ligaments, rectum and pelvic wall. The bowel was not opened. The next day the temperature rose to 1000 F., the pulse to 104. On the third day it reached 103.60 F., and the pulse 130. There was some sickness but no distension. On the fourth day the bowel was opened and washed out. The material escaping was brown, thin, and foul smelling, and ran out continuously, the margins of the wound became black and the surrounding skin inflamed. The patient began to emaciate, the tongue, the mouth, and the skin became peculiarly dry, while the odour exhaled from the body was most disagreeable. The colon was irrigated with saline and various antiseptics without relief. On the sixth day the temperature was 95.20 F. to 970 F., and remained so to the end. The pulse fell to 88 and 98 by the tenth day. The amount of nourishment taken was small. She was frequentlymick and was losing ground. On the twentieth day the appendix was opened, sutured to the abdominal wall, and the colon irrigated. Next day there was a marked improvement. The tongue was less dry, she looked less dried up and took more nourishment, and we had hopes of her recovery. The colon was irrigated through the appendix twice daily, on some occasions with hydrogen peroxide, but each day it seemed to cause more distress, and had to be abandoned. The green foul discharge disappeared, but the downward progress was steady. The skin round the artificial anus had sloughed from the contact of the acrid discharge. She died on May 31, just four weeks from the operation.
At the autopsy the mucous membrane was grey and cicatrized from the anus up to the colostomy opening. The lower 8 in. were marked by dense thickened masses, with intervening pockets. Further up, the wall was thickened, and though the lumen was not seriously contracted, there was general ulceration. The cecum and colon did not show any ulceration as had been anticipated, nor was any other morbid condition found.
The fatal termination was unexpected, for the patient had been doing her ordinary household work up to the time of her admission. The rise of temperature immediately after the operation may have been due to the injury, slight as it was, to the wall of the bowel. The rapid emaciation after the bowel was opened, the inability to take food, the remarkable dryness of the tongue and mucous membrane of the mouth and of the skin, were no doubt due to absorption of toxins from the colon and edges of the wound. During this period it will be remembered that the temperature was 970 or under. The rapid change in the colour of the thin fluid escaping from the bowel-from brown to green-and the sloughing of the skin, together with the disagreeable odour of the body, were in part due to starvation, and diminished when nourishment was taken. The improvement following irrigation through the appendix was brief, and yet so definite that for a few days one could not but regret that it had not been adopted earlier. One surmised that, as in the previous case, the ulceration would have been found in the caecum, and if so, probably greater benefit would have resulted.
This case exhibits the secondary effects of obstruction of long duration and points to the necessity for early colostomy. It would appear that the injury of the operation determined the onset of an infection, which, held in abeyance, only needed some such cause to set it alight. It-is comparable to a case to be mentioned later, in which a digital examination determined profuse diarrhoea and death in twenty-four hours.
Case III.-A woman aged 40, the wife of a hotel proprietor, and therefore in easy circumstances, had a typical impassable stricture. She was in good health and well nourished and was relieved by a colostomy. She had had symptoms for some years and there was no evidence of syphilis.
Of the other cases one, as just mentioned, died after a digital examination.
This was, I believe, an attempt to force the finger through the stricture, and caused some pain. The most profuse and continuous escape of thin, evilsmelling fluid followed, and death from collapse. In another the polypoid masses were removed, but whether a rectal examination had been made I cannot say. The result was disastrous, for death from acute septicaemia took place in a very short time. These two cases I saw while Surgical Registrar in 1880-82.
In two cases removal was attempted after colostomy. In one where the finger could reach healthy bowel the operation was completed and the colostomy wound closed; the anal control was fairly efficient. I may mention that an interval of six months was allowed to elapse between the colostomy and the excision, to permit of the subsidence of any existing periproctitis. In the other, after extending the dissection up to the peritoneum without reaching healthy bowel the operation was abandoned. The feasibility of excision can usually be ascertained at the time of the colostomy.
In all seven cases the stricture was of the character described in the earlier part of this communication.
What is the cause of this form of stricture? The appearances show clearly that it is the result of cicatrization following upon a deep and widespread ulceration. As to the cause of this ulceration there is no unanimity of opinion. Many of the museum specimens are labelled syphilitic, a nomenclature adopted, it would appear, more or less from tradition and without adequate investigation. It is a well established observation that this variety occurs almost exclusively in women, an incidence demanding a local explanation. Were it due to any constitutional condition, such as syphilis, it should be encountered with equal frequency in the male subject.
Let us first consider the question of sex. The seven cases were, as I have said, all women. Turning to museum specimens there are at Guy's Hospital thirteen available for classification, of these ten are from women and three from men. The youngest amongst the women was 22, two were aged 25, two 42, and the remaining five were between 30 and 40. Where the genitalia are attacked there is evidence of local peritonitis as is shown by adhesion of tubes and ovaries, a well recognized effect of the extension of a local infection usually attributed to gonorrhoea.
The three specimens from men show characters identical with those from women, including in one well-marked polypoid anal masses. In some of the cases from women there was in the body evidence of old syphilis, and while this association is not mentioned in the history given in the three cases from men, no particular importance can be attached to the omission one way or the other.
Death was directly attributable to the effect of the stricture in several of the cases, e.g., from peritonitis, septic extension, prolonged diarrhoea and exhaustion, lardaceous disease-in a man who passed 5 to 6 oz. of pus daily for two yearswhile others died from phthisis-one of these having tuberculous ulceration of the ileum-another from pneumonia. In one death was due to pygemia, probably following the use of bougies.
I find similar specimens in other museums in London:
(1) In St. Thomas's Hospital: Two, both from women.
(2) Middlesex Hospital: One, also from a woman.
(3) St. Bartholomew's Hospital: Eight; seven from women and one without sex being indicated.
(4) London Hospital: Seven, four of which are from women, no sex being indicated in the other three.
(5) Royal College of Surgeons: Seven, three of which are from women and two from men. One of these latter is very typical, showing bridles and pockets. It came from a man of middle age who had used bougies. The other is a Hunterian specimen (2571), and shows ulceration and narrowing of the whole rectum and part of the colon.
There are thus in the museums examined thirty-eight examples, of which twenty-seven are from women, six are from men, and five are unspecified. If the seven cases seen during life be added, we get a total of forty-five cases, thirty-four of which are from women and six from men, a difference of incidence calling for some explanation.
In the descriptions in the catalogues of the museum specimens, are found such remarks as: " Suffered from syphilitic disease of the rectum "; " affected by what was supposed to be tertiary syphilis ": " supposed to have. resulted from syphilis." Others are frankly called: "Syphilitic ulceration," or " destruction from syphilitic ulceration," or "the stricture was due to syphilitic ulceration"; again, "syphilitic stricture of the rectum" ; others, and in appearance identical, included in my list are simply labelled " fibrous stricture."
Thus it will be seen that while some observers have been wisely doubtful, others have not hesitated, yet the stricture in all is of the same type. In a few there has been evidence of syphilis in perforation of the palate, a cicatrized gumma, and lardaceous disease. The occurrence of both syphilis and gonorrheea in the prostitute class is to be expected, and not much evidence of constitutional disease can be adduced from a museum specimen in the absence of a clinical history: on the other hand, in those observed during lifefive cases-there was no evidence of syphilis.
To establish the infective view information is required as to the early stage of gonorrhceal proctitis. Not much information is available, nor am I in a position to communicate any personal observations. My friend, Dr. Stebbing, of the Lambeth Infirmary, has been good enough to supply me with some notes of cases admitted under his care. He writes: 'I find that I have brief notes of seven cases of definite gonorrhceal proctitis in which the diagnosis was confirmed by bacteriological examlination, and in three of which proctoscopic examinations were made. Six of the cases are in women of the prostitute class, and one in a man who had at the same time gonorrhaeal urethritis. One of the cases had already proceeded to the stage of stricture, and three of the cases showed 'Paget's cocks'-combs' well marked."
He tells me further that the mucous membrane showed numerous small ulcers, over all parts, and in one case these reached into the pelvic colon.
Few as these observations are, I think it will be allowed that they establish the existence of gonorrhceal proctitis. I by no means wish it to be inferred that the observation is new, or that the disease has not been described. The observations are valuable also from their completeness. There is a vagueness in many of the accounts one comes across. Writers on syphilis and gonorrhoea admit gonococcal proctitis in both sexes. Thus McDonagh says: "Owing to the proximity of the anus and vagina, gonococcal proctitis is more common in women than in men. It occurs in a higher percentage of cases than is generally thought." This author describes the mucous membrane as " red, swollen and granular, bleeding easily when injured, and there are usually several erosions, some of which may be covered with a sort of membrane. Only rarely does true ulceration occur, which is sometimes followed by stricture." Does the occurrence in the male weaken the position and lean the balance in favour of a constitutional cause ? First, as to the similarity of the stricture in men with that already described in women, I would call your attention to this specimen from the Guy's Hospital museum (fig. 2) . The limitation to the lower 3 or 4 in., the involvements of the anal margin, the marked pendulous masses, the ridges and pockets are all present. There can be little doubt that it is due to the same cause. The other specimens from those referred to show more or less the same characters, and it will be remembered that there were six collected from the museums as against thirty-four clinical and museum examples from women. In the case of the man mentioned in Dr. Stebbing's note, ulcers were present, and he had definite gonorrheeal urethritis but no signs of syphilis, the Wassermann reaction also being negative. This case FIG. 2. establishes the occurrence of gonococcal proctitis, in the absence of syphilis, in the male, and emphasizes the view that the stricture under consideration is in both sexes due to this mode of infection. Writers on this subject, for the most part, accept a syphilitic basis for this form of stricture, describing, however, what appears to be an identical disease as " cicatricial stricture," without any causal relation. Others are less decided, thus Mr. Mummery writes, in his book on " Diseases of the Rectum and Anus "While I am not in a position to deny that syphilis may be a cause of rectal stricture, personally, I have never met with a case of syphilis of the rectum-(including, of course, condyloma of the anus and chancFe), and at St. Mark's Hospital there is no reliable record of a case of tertiary syphilis of the rectum or of a syphilitic stricture." And again he says A careful, and it seems to me, well-considered opinion is expressed in Thomson and Miles's " Surgery," and is as follows:-" The commonest cause of non-malignant stricture of the rectum is.chronic pyogenic infection, probably in most cases of gonococcal origin.
" The proportion of syphilitic cases has been exaggerated on account of the tendency to attribute to syphilis all strictures in which no other definite cause can be discovered."
With this view I fully agree, and it supports my plea that the nomenclature is largely a matter of tradition, and has been adopted without full investigation.
The following statement is made in the American " Treatise on Diseases of the Rectum and Anus," edited by A. B. Cooke: "We must record our conviction that gonorrheal infection and syphilitic ulceration must be reckoned with in a great majority of cases.
" I have observed 100 cases of fibrous stricture in the rectum and 75 per cent. of that number was traced to syphilis, including five due to chancroidal ulceration."
This rather suggests that when syphilis existed the stricture was set down to this disease. One would require information as to the presence, recent or remote, of gonorrbcea before accepting so large a proportion as due to syphilis. Moreover, from the observations above related, one would be inclined to question the syphilitic origin of any of the cases.
The chief reason in favour of this form of rectal ulceration and stricture being determined by a local cause is its prevalence in women; clinically, I have never seen it in men. The easy access of discharges from the vagina to the rectum in women is obvious. I am not prepared to deny that the secretions from chancres do not determine the ulceration, but I would submit that the disease is due to local and not constitutional causes, otherwise it should occur as frequently in men as in women. Nor can it be asserted that syphilis is wholly absent and it is possible that local irritation may determine a syphilitic deposit. Gonorrhcea is, we know, a far more frequent infection than syphilis, and the well-known tendency to the formation of cicatricial contraction is seen in the male urethra. Again, the occurrence of adhesions of the Fallopian tubes and ovaries found in these cases supports the view that gonorrheea has existed. A local infection in the male is not by any means impossible where inattention allows the discharge to collect on the clothing; and there is, I am informed, amongst a particular class, a more direct mode of infection. Since the public are better informed and better treated and take a more serious view of a malady that at one time was treated as a joke, rectal complications will, no doubt, be less frequent. Whatever view we adopt, whether it be that of a pure gonococcal infection or one of a mixed character, I submit we cannot assign constitutional syphilis as the cause. It will be nearer the truth to speak of this form of rectal stricture as due to local infection from the labial and vaginal discharges, and as the most frequent disease is gonorrhcea, to call it " gonorrhceal stricture." TREATMENT.
(1) Bouqgies.-Use of bougies in the early stages has its rightful place, but in more advanced stages I question the wisdom of -this method, and would certainly limit it to those cases where healthy bowel can be reached by the finger. If employed where a limit cannot be reached, a perforation may be made with fatal consequences through a thin-walled pocket of ulceration. The danger attending a too rapid dilatation needs remark. The fatal result of a single digital examination I have mentioned and the forcing of a bougie through a stricture may be followed by septic infection. As in urethral stricture, a bougie fitting loosely and left in some hours will do more good than one that fits tightly.
(2) Division.-The same limits should, in my opinion, be set to division, seeing that the disease may extend into the pelvic colon.
(3) Excision.-This again, I take it, is applicable to those cases in which a limit can be reached by the finger. I have been successful in one case, and have had to abandon another. What success has attended the endeavours of others with a larger experience?
(4) Colostomy.-This method occupies a foremost place in the management of these cases, and in the advanced forms constitutes our one and only means of relief. As a preliminary to excision I would consider it essential, and its performance before incision appears to be a wise step to take.
(5) Cawcostomy.-In long standing cases such as I have described at the beginning of this paper, in which from the character of the rectal discharge ulceration may be presumed to exist, coacostomy as a primary operation would seem to be indicated. Had this been adopted in the first case in which the ulceration affected the cocum and ascending colon, a better result would probably have resulted. And in the second, though the ulceration was in the ascending colon, the removal of feacal infection could only have been beneficial.
(6) Appendicostomy was quite successful as a means of irrigating the colon in the one case referred to, and though marked improvement resulted at first, this was not maintained, and irrigation had to be abandoned on account of the pain it occasioned.
DISCUSSION.
Mr. SWINFORD EDWARDS said that when he was a student most strictures of the rectum when not malignant were supposed to be syphilitic but this view had long been exploded. He personally had never seen a syphilitic rectal stricture though he had seen stricture in patients who were also the subjects of syphilis. Excluding carcinoma, tubercle, dysentery and traumatism, gonorrhcea was probably the cause of the remaining strictures, which meant that it was the origin of most fibrous strictures of the rectum, otherwise how could one account for the large preponderance in women, who suffered from gonorrhbeal infe¢tion of the rectum much more frequently than men did? He was therefore in full accord with the conclusions of the President. Regarding the two cases -which were illustrated by the epidiascope: he asked whether they might not have been tuberculous, for they much reminded him of some cases of this condition which had been under his care and which were undoubtedly tuberculous. As to treatment, he recommended hypogastric colostomy for those cases of tubercular stricture extending to the upper rectum, or even leyond. Excision was risky and nothing much to be gained by it. For strictures within three or four inches of the anus-posterior linear proctotomy was the operation of choice as it afforded good drainage and in this respect was a safer operation in Mr. Edwards's opinion than an internal proctotomy even when supplemented by division of sphincter. He mentioned the case of an officer with multiple tight fibrous strictures of the rectum and colon, due to poisoning by ground glass. The treatment consisted of appendicostomy and subcutaneous injections of fibrolysin. The patient made a good recovery and after some months was passing normal sized stools. Mr. Edwards heard afterwards that wishing to get rid of his appendicostomy he got admitted into a military hospital where an operation took place to which he succumbed.
Dr. LAPTHORN SMITH said that they were all very much indebted to Sir Charters Symonds for the very thorough and painstaking work shown in this paper which was the very last word on the subject. There were very few Fellows of the Society who would have gone to the trouble of visiting the museums of the great hospitals actually to find out for themselves what was to be learned from these specimens. He had shown that this disease of the rectulml was due to gonorrhaea and not to syphilis, which was of great imiiportance when it calm-e to the treatment. Dr. Lapthorn Smith had had under his care only one case of venereal stricture of the rectuni and he had lost mluch precious time in treating it as a case of syphilis instead of gonorrhoea to which they now knew it to be due. This unfortunate patient, whom he attended nearly forty years ago, had a long thick stricture of the rectum composed of very friable tissue. If he were to have such a case to-day, with the knowledge which Sir Charters had placed in our possession, he would treat it with injections as a case of gonorrhcea anywhere else. If that failed he would do a colotoiny and about six moonths later if the inflammniatory thickening had not subsided he would remov-e the rectumi and bring down the intestine and attach it to the sphincter. In one case he had done for cancer the wolman had perfect control and lived in comfort for miiany years after. If after remiioval of the rectum for stricture the woman had control of the sphincter the colotomly might be closed subsequently. At one timi-e he had used a great deal for v-arious strictures, metal bulbs, to which was attached the negative pole of the galvanic current, with very good results, as the galvanic current seeined to favour the absorption of fibrous deposits.
Perhaps this mlight be tried in gonorrheal strictures before resorting to the major operation.
Mr. ASLETT B3ALDWIN said that about the middle of 1919 he saN a young womiianl who was very ill with intestinal obstruction of five days' duration. A vear previously she had been in a hospital for four months, where she was treated for gonorrhcea associated with abscesses, which had been allowed to burrow extensively. There was a large mass in the left side of the abdolmlen, which was the loaded colon. There were several anal fistul&, and one recto-vaginal fistula. About 2 in. up the bowel there was a stricture, which wouldc not admnit the end of the index finger. Eventually the bowel was cleared in a nursing hoiiie. Mr. Baldwin operated on the fistule and dilated the stricture to 22 Hegar. The patient had been passing bougies herself daily. Mr. Baldwin had seen her about every fortnight, and had passed bougies and given negative ionization. She had long been in excellent health. She ceased attending about a year ago. He ('Mr. Baldwiin) received a letter from her about a miionth ago, thanking him for all he had done, and saying she had been instantaneously cured in mind and body by Christian science.
Mr. LOCKHART-MUMMERY said he thought it unwise to label these strictures as being due to any one specific cause. He believed they resulted from chlronic sepsis, due to any cauise, and although the preponderance of cases amonlg womlien suggested gonorrhaeal origin, it was probably secondary septic infection, resuilting in a stricture rather than a specific infection. Mr. Lockhart-Mlummiiiery said he had seen in all about three cases of gonorrhlial proctitis, but none of these had resulted in a stricture of this nature, which was probably due to the fact that they were properly treated. He had seen this formi of stricture result from many different causes, such as operations upon the rectum followed by sepsis, glass poisoning, tubercle and scalds. One patient at a large hospital was given a boiling enema by a nurse, and a simlilar case occurred only recently in a nursing home, with stricture resulting; and stricture used to be common as a result of sepsis in St. Mark's Hospital before the days of antisepsis, and was then no doubt the result of infection from dirty enema nozzles, &c. His own belief was that these cases of stricture of the rectum resulted from neglected chronic sepsis due to any cause. Rectal strictures were certainly far less common at present than they used to be, this being doubtless due to the fact that they were now much more carefully treated in the early stages. As regards treatment, Mr. Lockhart-Mumllmery agreed with the President in thinking that the majority of cases were best treated by means of proctotomiy where the stricture was strictly localized and did not reach above the peritoneal reflexion. He thought internal proctotomy would give excellent results, and he had had-quite a number of cases in which this has been successfully done.
Mr. LIONEL NORBURY asked for an opinion as to the relative advantages of internal proctotomy and excision in cases of stricture of the rectum situated below the level of the peritoneal reflection. He considered that treatinent after internal proctotomy by means of bougies, &c., must needs be continued for a very long time, with nmuch discomfort to the patient, and that such treatment was not always satisfactory. He was also of opinion that excision should be carried out when possible for strictures low down in the rectum.
